PRIMARY CARE

FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report:

Themissionof the Bureauof Primary Hedth Care (BPHC) isto increase accessto primary and preventive
care and to improve the hedlth status of underserved and vulnerable populations. BPHC seeks to meet
its misson through the development and support of systems and providers of high qudity, community
based, culturaly competent care. Thereis mounting evidence that access to a usual and regular source of
such care canreduce and even diminate hedl th status disparities among subsets of the Nation’ s population.
Targeted populations include the uninsured, underinsured, underserved, lowincome, womenand children,
homeless persons, migrant farm workers and people in frontier and rurd areas.  Through its programs,
BPHC assists communities in addressing the needs of these populations, who are particularly at risk for
poor hedth outcomes, and builds broader primary care capacity through partnerships with States and
locdities. Over 11 million of the Nation's neediest people receive care through BPHC programs
emphasizing prevention, early detection and timely intervention in approximately 4000 communities.

Programs included in this section are:

2.1  Hedth Centers and the Nationd Hedlth Service Corps
2.2 Black Lung Clinics

2.3 National Hansen's Disease Program

2.4 Nursang Education Loan Repayment

25  Federa Occupational Health Program
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report:

2.1 Program Title: Health Centersand the National Health Service Cor ps

Performance Goals Targets Actual Refer-
Performance ence
. ELIMINATE
BARRIERSTO CARE
A. Increase Utilization Fy 01: 9.7M FY 01: B101
1. Increase the number of FY 00: 9.6M FY 00:
uninsured and underserved FY 99: 8.9M FY 99: 5/00 (9.15M est.)
persons served by Health FY 98: 8.7M
Centers, with emphasison FY 97: 8.3M
areas with high proportions
of uninsured children to help
implement the SCHIP
program.
Unduplicated Unduplicated | B121
B. Increase Access Points Field Users Fidd Users
1. Increese thefield strength | FY 01: 2,691 2.3M Fy 01:
of the Nationd Hedlth FY 00: 2,697 2.3M FY 00:
Service Corps through FY 99: 2,526 2.1M FY 99: (5/00)
scholarships and loan FY 98:2439 2.0M
repayment agreements.
2. Incresse the percent of FY 01: 75% FY 01:
NHSC cliniciansretainedin | FY 00: 74% FY 00: B121
sarvice to the underserved FY 99: 72% FY 99: (5/00)
FY 98: 70.4%
Unduplicated B101
C. Focuson Target Users
Population HC NHSC
1. Assure accessto FY 01: 86% 8.26M 2.0M FY 01
preventive and primary care | FY 00: 86% 8.26M 2.0M FY QO:

for low income individuas
(i.e., a or below 200 % of

poverty).

FY 99: 86% 7.65M 1.8M

FY 99: 5/00(HC& NHSC)
FY 98: 86% (UDS/HC)
FY 97: 86% (UDS/HC)
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Refer -

Performance Goals Targets Actual
Performance ence
Unduplicated B101
Users
ZAgymax&sp HC NHSC
preventive and primary cae | -y g1- 6506 6.24M 15M | FY 0L
for minonty indviduas FY 00: 65% 6.24M 15M | FY 00:
(Ek MITEIEEETEl FY 99: 65% 579M 14M | FY 99: 5/00(HC&NHSC)
Hispenic onigin). FY 98: 64% (UDSHHC)
FY 97: 65% (UDS/HC)
3. Assure access to Unduplicated | FY O1: B101
preventive and primary care Users FY Q0:
for uninsured individuas. HC NHSC | FY 99: (5/00)
FY 01: 45% 4.37M 1.0M | FY 98: 41% 3.52M
FY 00: 43% 4.10M .99M | FY 97: 39% (HC)
FY 99: 42% 3.80M .88M
[I.ELIMINATE B101
HEALTH DISPARITIES
A. Utilization of Services
1. Increase percent of users | FY 01: 90% FY 01:
with diabetes with up-to- FY 00: 80% FY 00:
date testing of FY 99: 60%* FY 99: 6/00
glycohemoglobin B % adults FY 98: 43%
with diabetes tested at *Digbetesinitiative at 90%
recommend intervas for first 100 HCs Norm: 20%
2. Increase percent of users HP BPHC B101
with diabeteswho havehad | FY 10: 70% FY 01: 90% FY 01:
an annud dilated eye exam FY 00: 70% FY 00: 80% FY 00: HP-17
(New goal for FY 2001) FY 99: 70% | FY 99: 6/00
FY 94: 57%

FY 89: 49%
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Refer -

Performance Goals Targets Actual
Performance ence
3. Increase proportion of
hedlth center women B101
receiving age-appropriate
screening for cervica and
breast cancer. HP BPHC HP-16
FY 10: 85% FY 01: 94% FY O1:
a) Up-to-date PAP tests FY 00: 85% FY 00: 92% FY 00: 4/01
FY 99: 90% FY 99: 5/00
FY 95: 88.5%
FY 10: 60% FY 01: 70% FY 01:
b) Up-to-date mammograms | FY 00: 60% FY 00: 67.5% | FY 00: 4/01
FY 99: 65% FY 99: 5/00
FY 95: 62.5%
FY 10: 60% FY 01:855% | FY 0L
c) Up-to-date clinical breast | FY 00: 60% FY 00: 84% FY 00: 4/01
exams FY 99: 82.5% | FY 99: 5/00
FY 95: 80.5%
4. Increase proportion of HP BPHC
Hedlth Center adults with FY 10: 50% FY 01: 96% Fy O1: B101
hypertension who report FY 00: 50% FY 00: 93% FY 00: 4/01
their blood pressure is under FY 99: 92% | FY 99: 5/00 HP-15
control. FY 95: 90%
[11. ASSURE QUALITY
OF CARE Fy 01 B101
A. Appropriateness of Fy 01. 13 FY 00:
Care FY 00: 135 FY 99: 9/01
1. Decrease proportion of FY 99: 14 FY 98: 9/00
Hedlth Center userswho are FY 97: 14.7/1000
hospitaized for potentialy
avoidable conditions. Norm: 18.9/1000

Total Funding: Hesalth
Centersand the National
Health Service Corps
($in 000's)

FY 2001: $1,182,441
FY 2000: $1,132,507
FY 1999: $1,037,080
FY 1998: $ 940,064

B x: page # budget

HP: Hesalthy People 2000 chapter
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2.1. 1 Program Description, Content And Summary of Performance

Context/Perfor mance:

Hedlth Centers and the Nationa Hedth Service Corps form a cost-effective, integrated safety net for
underserved and uninsured children, adults, migrant workers, homeless individuas, public housng and
U.S./Mexico border resdentsingpproximately 4,000 communities acrossthe country and will serve more
than 11 millionpersonsinfisca year FY 2000 who would otherwiselack accessto primary caredinicians
These 11 million persons represent about 10% of the nation’s uninsured, 10% of its 33 million Medicad
recipients, and 20% of the 43 million underserved people in federadly designated areas lacking access to
primary care providers. Thiscommunity-based network ddivers preventive and primary care servicesfor
the neediest, poorest, and sickest patients in rural and inner city areas, through a Federd, State, and
community partnership gpproach.

The high qudity primary hedth care recaived in these programs reduces hospitdizations and emergency
roomuse, reduces annua Medicaid costs, and helpsprevent more expensive chronic disease and disahility.
Reductionsin Medicaid costs range from 30 to 34%, according to a Hedlth Center effectiveness study.
Hedlth Center Medicaid patients are 22% less likely to be inappropriately hospitalized than Medicaid
beneficiaries who obtain care esawhere.  Patients at Hedlth Centers have rates of hypertenson and
diabetesthat far exceed nationd prevalence ratesfor comparable racid/ethnic and socioeconomic groups.
Y et, Hedlth Center digbetics are twice as likdly to have their glycohemoglobin tests performed at regular
intervasthan nationa norms, and hypertensvesare morethanthreetimesaslikely to report that their blood
pressure is under control. Hedlth Centers have comparablerates of low birth weight ddliveriesasthe U.S.
in generd despite their higher level of risk, and have reduced by 50% the persstent nationa gap in
low-birth weight deliveries between African Americans and other racid/ethnic groups. Health Center
women are far morelikely to receive age-appropriate breast and cervical cancer screening, and their rates
exceed the Hedthy People 2010 goals. Health Center patientsarefar lesslikdy to delay, postpone or not
comply with trestment regimens than the Nation’s poor and near poor. In fact, their level of unmet need
isaslow asthe rate for middle and highincome Americans. Having ausud and regular source of primary
health care has been shown to have as much of an effect on health status disparities as income inequdity.
Apparently, Hedlth Center patientsare far morelikdy to have ausua and regular source of care thanpoor
people of color in the Nation, which bodes well for eventua reductions and diminations of thar hedlth
datus disparities.

Performance gods for the Health Centers and NHSC relate to reduction of disparities and increases in
access. The conditions sdlected for the President’ s Initiative on Race provide a context for the disparity
reduction goals. Hedth Centers and the NHSC contribute to decreasesin racid and income disparities
for these conditions by providing preventive services and risk reduction to a population thet is largely
minority (64%) and low income (86%) and disproportionately uninsured (41%). About 75% of patients
are uninsured or on Medicaid which makes these stes extremely vulnerable to the market-driven
downward pressure on revenues.
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Specific performanceindicatorsinthis areaindude breast and cervica cancer screening, content of didbetic
care, control of hypertension and decreases in potentialy avoidable hospitaizations. Hypertension and
diabetes are the most prevaent chronic conditions among Health Center users. Monitoring performance
inchronic disease management for these conditions will serve as a marker for the quality of care ddivered
at Health Centers and Sites and ultimatdy measure their ability to diminate hedlth disparities within the
population served. In addition, breast and cervica cancer screening are effective measures for reducing
future morbidity and mortdity particularly among poor, minority, uninsuredindividuas. Performance here
will serve asamarker for the qudity of preventive care delivered and measure Hedl th Center and site ability
toreduceor diminatedisparitiesin early detection of diseasefor this population. Findly, tracking avoidable
hospitalizations is a measure of accessto care. Poor people of racia/ethnic minorities who are uninsured
are more likey to postpone or avoid obtaining needed care which often results in more expensive
hospitalizations. Avoiding these hospitdizationsnot only containscodts, but it indicatesthat suchindividuads
congder their provider as aregular and usua source of care. Providing such care to the most vulnerable
has been shown to diminate their hedlth disparities.

Spedific performanceindicatorsin the accessareaindudethe number of persons served by Hedlth Centers,
the fidd strength of the NHSC, which provides a culturdly competent workforce for hedth centers and
other stes who otherwise find it difficult to recruit clinicians on their own, and continued assurance of
preventive and primary care services to low income, minority, and uninsured individuas.

Tracking individud Hedth Center and ste performance on these measures will enable the program to
continuoudy improve its overdl level of performance. Successful strategies employed in Hedlth Centers
and stes with rates that far exceed the average can be shared with Centers and sites that could use
improvement in ther rates. Continuoudy monitoring and improving the qudity of care will result inoveral
Program performance that moves toward the proposed targets.

Program-level Data | ssues:
Data Issuesin Determining Unmet Need for Primary Care

BPHC hasbeen working for severa yearsto improve the ways in which underserved areas are identified
and the unmet need for primary care is quantified. Information on these areas, known as Medicaly
Underserved Areas/PopulationsMUA/Ps) and Hedth Professiona Shortage Areas (HPSAS) underlies
the performance godls for increasing access to primary care through Health Centers and the National
Hedth Service Corps. New regulations have been developed with input from States, affected
organizations, and the academic community. The new regulations were published in the Federal Register
on September 1, 1998 publication as aNotice of Proposed Rulemaking. They respond to criticism from
GAO hy: combiningthe two previoudy separate methods, thereby reducing burdenand providing periodic
updating of MUA/Ps as well as HPSAS; induding J-1 visawaiver physcdans and nurse practitioners,
certified nurse midwives, and physician assstants in counts of primary care providers, usng research-
provenproxiesfor hedthstatus, and proactively providing validated nationd datato designationapplicants.
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BPHC hasreceived over 800 commentsonthe proposed regulations. Itintendsto revisetheseregulations
to take into consderation these comments, conduct new impact analyses, and then develop a new
proposed rule for comment. BPHC has acquired detailed physician data and plans to acquire detailed
nurse practitioner, certified nurse midwife, and physician assstant data to conduct these analyses.

Discussion of Data Sour ces

In order to preparefor the implementation of GPRA, severa years ago BPHC initiated a three-part data
and evauationdrategy. Firg, aUniform Data System (UDS) was devel oped and implemented to collect
aggregate adminigrative, demographic, finandd, and utilization data annualy from each organization
receiving support. This systemn, which combined five previoudy separate reporting formats, isinitsfourth
year of operation for 694 health center grantees and is being phased in for NHSC sites. It isvaidated
through edit checks and ongite reviews conducted during each organization’ sproject period. Itisusedto
supply information for the performance gods related to access.

Second, surveys of arepresentative sample of health center users and provider visits were developed in
collaboration with the Nationd Center for Hedth Statistics. These surveys provide in-depth information
onindividuds and the care they receive, based on and comparable to the Nationd Health Interview Survey
(NHIS) and the Nationd Hospital Ambulatory Medica Care Survey, (NHAMCYS), respectivey. The
nationa surveys are the source of most Hedlthy People 2000 and 2010 objectives, whichcanthenbe used
astargets for BPHC performance gods related to disparity reduction. Information from the hedlth center
User and Vist Surveys fidded in 1995 are used for baselines, BPHC plans to repeat these surveysin2000
and at five year intervas theregfter to providelongitudind comparisons for GPRA. In caseswhere BPHC
performance has met or exceeded nationd targets, individua Program-specific targets have been
established.

Third, BPHC reoriented its portfolio of other evaduation efforts, shifting from a descriptive case-study
approach to the use of previoudy vaidated secondary data sourcesthat enable a comparison of users and
smilar populations of non-users, and systemétic sampling of organizations and users. Notable among these
efforts are sudies of Community Health Center Effectiveness, that use clams data from HCFA's State
Medicad Research Files (SMRF) and on-site reviews of content of care, and Hospitdizations for
Ambulatory Care Sengtive Conditions, which aso uses the SVIRF files to examine potentialy avoidable
hospitaizations. Aswith the surveys, informationfromthemwill be used for performance goals related to
disparity reduction, dthough some additional work is needed to devel op appropriate targets and basdlines.
Efforts are underway to extract the information needed for follow up measures on an ongoing basis.

BPHC dso plans to develop adata gathering infrastructure that will assure that performance measuresare
gathered annually through specid studies. 1t will develop teams of data gathers at sentingl Stesto obtain
outcomes dataonanannud reporting basis. Ultimately, BPHC will work to devel op the data and tracking
infragiructures within service ddivery dtes (Chronic Disease Collaborative: Diabetes, Asthma,
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Hypertenson) to assure prompt annud reporting on the performance measures and obtain hedth status
outcome measures.

2.1.2 Goal-by-Goal Presentation of Perfor mance

Goal I.A.1: Increase the number of uninsured and underserved persons served by Health
Centers, with emphasis on areas with high proportions of uninsured children in order to help
implement the State Child Health Insurance Program.

Context:

Hedlth Centers play an essentid role in the Nation's safety net, providing preventive and primary care to
nearly 20% of the 43 million underserved people infederdly designated underserved areas lacking access
to primary care providers.

Indicator: Total number of clients served in underserved aress.

Performance:

IN 1998, according to dataretrieved fromthe Bureau’ sUniformData System (UDS), 694 Hedlth Centers
served 8.67 million people in 35 million encounters at a average cost per user of about $369 dollars.
Approximately 41% of usersare under the age of 19, and over 1.2 million of those childrenare uninsured.
Grant dollarsrepresent 26% of Health Center revenues. Medicaid revenues have dropped from 35% to
34% in 1998 while uninsured users have increased to 41%, placing additiona reliance upon the Federa
grant dollars. It is estimated that 9.7 million people will be served by the Centersin 2001.  In addition,
the number and percent of uninsured users served will continue to increase (see God 1.C.3. below).

Goal |I. B. 1: Increase the field strength of the National Health Services Corps through
scholar ships and loan repayment agreements.

Context:

The NHSC clinicians provide additional accessto care for underserved people beyond that achieved by
the Hedlth Centers. About 60% of these clinicians are located in other practicesin underserved aress.

Indicators. Total size of NHSC field strength, total unduplicated users, and total users.

Performance:

Currently, NHSC fidd strength is 2,526 serving gpproximately 3 million people. According to recent
NHSC data, gpproximately 40% of NHSC dinidans serve in grant-supported sites whose users are
counted above. The number of unduplicated usersat NHSC non-grant-funded sites is estimated at about
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2 million. The percentage of NHSC diniciansin grant-funded Stesis anticipated to drop to 35% by 2001,
continuing the 2.5% per year decline experienced in the last four years. There are a number of possible
explandions for this decline: 1) Hedlth Centers have become more attractive places to work, making
recruitment of clinicians without obligations easier; 2) Higher NHSC retention rates result in less turnover
and fewer vacancies, and 3) NHSC effortsto reach out to more unserved communities increases the tota
number of communitieswhere NHSC dinidians are practicing whichreduces the Hedlth Center sharewhile
holding the number of NHSC clinicians in Hedth Centers & current levels.

FY 1998 FY 1999 FY 2000 FY 2001
Actud Appropriation

Scholarship Obligers 533 648 894 894
Federd Loan Repayers 1,306 1,282 1,323 1,323
Careerigts 64 52 42 42
Obligated Feds 6 8 8 8
State L oan Repayers 508 518 414 414
Community Scholars 22 18 16 10
Totd Feld Strength 2,439 2,526 2,697 2,691

The NHSC will begin to collect UDS data from non-grant Sites this year so that user data and other
information will be available by May 2000.

Goal I. B. 2: Increase the percent of NHSC cliniciansretained in serviceto the under served.

Context:
Retention of NHSC clinicians preserves access to carefor the underserved beyond the period of service
commitmern.

Indicator: Percent of NHSC dinicians who remain in service to the underserved one-year following
completionof thar service commitment. NHSC will providethesefiguresinthe Annua Retention Reports.

Performance:

According to the NHSC 1998 Annua Retention Report, 70.4% of NHSC clinicians report remaining in
sarvice to the underserved at an interview conducted after completion of service commitment.  This
percentage has grown steedily fromthe mid 50% since 1995. Program eva uation study indicatesthat 60%
of NHSC dlinicians who completed their service commitments between 1983 and 1997 are currently in
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sarvice to the underserved. The Program plans to measure retention at one year and follow cohorts of
clinicians over their working lives to assess retention at longer intervals.

Goal I.C.1. Continue to assur e accessto preventive and primary care for lowincome individuals.

Context:
To diminate hedlth disparities, safety-net programs must target access to care for people of racid/ethnic
minority groups, of low income, and who are uninsured.

Indicator: Proportion of Health Center and NHSC patients below 200 percent of poverty.

Performance:
According to UDS Hedth Center data, 86 percent of patient were at or below 200 percent of the Federal
poverty levelin FY 1998. Thisfigure has remained congtant for the threeyearsfor whichUDS data have
been collected.

86% of Those Served by Health Centers Are Low Income

+200% Poverty
14% Below Poverty

0,
100-200% 66%
Poverty
20%

Withmarket pressures it will be a challenge for service ddivery Stesto remain serving such a percentage
of people in poverty. It is currently estimated that the percentage of users at or below 200 percent of
poverty will increase.  These actuas will come fromannua UDS Health Center data for 1998-2001, but
by May 2000 will include UDS NHSC data.

Goal 1.C.2. Continue to assure accessto preventive and primary carefor minority individuals.

Context:
To diminate hedth digparities, safety-net programs must target accessto care for people of racid/ethnic
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minority groups, of low income, and who are uninsured.
Indicator: Proportion of Health Center and NHSC clientele that are underserved minorities.

Performance:
According to UDS Hedth Center data, in FY 1998 the population served included 26 percent African
American, 34 percent Hispanic, and 4 percent Asan/Other.

With market pressures it will be a chdlenge for service ddivery sites to remain serving such a minority
population. It is currently estimated that the percentage of minority users will increase. These estimates
will come fromannua UDS Hedlth Center datafor 1998-2001, but by May 2000 willindudeUDSNHSC
data

Goal 1.C.3. Continue toassure accessto preventive and primary care for uninsuredindividuals.

Context:

To diminate hedlth disparities, safety-net programs must target accessto care for people of racid/ethnic
minority groups, of low income, and who are uninsured.

Indicator: Proportion of Hedlth Center and NHSC clientele that are uninsured.

Performance:

According to UDS Hedth Center data, inFY 1998 the populationserved included morethan 3.52 million
uninsured, which was 41% of the dient population served. More than one-third or 1.2 million of the
uninsured are children.  In two of five Health Centers, the mgority of patients are uninsured. About 75%
of Hedth Center patients are either uninsured or Medicaid recipients. Recent research reveds that
caseloads of private physiciansin the primary care specidties include 10% uninsured and 9% Medicad
for atotal of 19%. Primary careclinicsin hospital outpatient departmentsinclude 12% uninsured and 38%
Medicad for a total of 50%. Another more recent report noted that private physicians charity care
averaged 10 hours per month for those who did not participatein managed care and less than 5 hours for
those with 85% or more revenues attributed to managed care.

In addition, with market pressures increasng, it will be a chalenge for service delivery sites to further

Two Thirds of Those Served by Health Centers
Are People of Color

African
American
26%

White
36%

Asian/ Hispanic
Other 34%
A%
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increase their role in serving such an uninsured population. Targets will be to assure that the percentage
of uninsured who obtain servicesat BPHC siteswill increase over current leves and that BPHC programs
continue to serve as the safety-net providers for the Nation's uninsured, particularly those who are
minorities and are at or below 200% of poverty. Uninsured Hedlth Center users will increase by more
than 200,000 between 1998 and 1999, and by an additional 300,000 each year through 2000 and 2001.
The cost to Hedth Centers for a user to move from the roles of the insured to the uninsured is $220 per
user. Should Medicaid revenue fal to continue to cover the costs of Medicaid Hedlth Center usersasa
result of the phase-in of provisons of the Baanced Budget Act of 1997, fewer grant dollars will be
avalable to subsdize the costs of the uninsured These estimates will come from annua UDS Hesdlth
Center data for 1999-2001, but by May 2000 will include UDS NHSC data.

A Quarter of Health Center Revenues 2 Out of 5 Served by Health
Come From Federal Health Center Grants Centers Are Uninsured
Other 3rd .
Party . Medicare P”V?te Medicare
Self Pay_go, 7% Medicaid/ 15% 7% Medicaid
6% SCHIP 33%
34% Other
State/Local/Ot Public
her Federal Federal HC 4% )
18% Grant Uninsured
27% 41%

Goal Il A. 1. Increase the proportion of users with diabetes with up-to-date testing of
glycohemoglobin

Context:

Poor people of racid/ethnic minority groups and who are uninsured are more likely to suffer fromchronic
diseases suchas hypertensonand diabetes. Health Center usershave unusudly high rates of these chronic
diseases. Clinica evidence indicates that access to appropriate care can improve the health status of
people with these chronic diseases and thus reduce or diminate their hedlth status disparities. Managing
the glycohemoglobin levels of diabetics and the blood pressures of hypertensives can have a pronounced
effect on tharr morbidity and mortdlity.

Performance:
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Health Center Diabetics Are Twice AsLikely to
Have Their Glycohemoglobin Tested On Schedule

CHC Average m National Norm

50% 43% - ‘
DR

0%-+

According to aHealth Center Effectiveness Study conducted inFY 1997, 43% of adultswithdiabetes had
up-to-date glycohemoglobin. Based on aliterature survey conducted for the Hedlth Center Effectiveness
Study, 20 percent of adultswithdiabetesinmainstreammedica practices had their glycohemoglobintested
at ADA- recommended intervas. Despitethefact that BPHC Program usershaveratesthat are morethan
twicethe nationd average, improvement goals will be 60%, 80%, and 90%, respectively. Inthefirs year
(by June 2000), the establishment of a measurement infrastructure under the Diabetes Collaborative will
enable the 100 health centers participating to reachthe 90% god. BPHC haslaunched a specid study of
medica record review to assure annud estimates of up-to-date testing and to assess hedlth Satus outcome
for diabetic users.

Goal Il A. 2. Increase percent of diabetic userswho have had annual dilated eye exam.

Appropriate management of diabetes can have asgnificant effect on morbidityand mortaity. Performance
of regular eye exams canavoid serious limitations in functiond capacity by preventing blindnessindiabetics.

Performance:
In 1994, aMedicaid claims study of hedlth center users revealed that 57% of adults with diabetes had a
dilated eye exam within the past two years (Weiner, et d, JAMA, 1995).

Target FY 1999: 70%: 70%
Target FY 2000: 70%: 80%
Target FY 2001: 70%: 90%

Healthy People 2000 includes the falowing objective for adults with diabetes. Increase to 70% the
proportion of people with diabetes who have an annud dilated eye exam. According to a 1989 NHIS
study, 49% inthe general population had such an exam. For BPHC, ther programtargetsare 70%, 80%,
and 90% respectively, anticipating results from the Diabetes Collaborative by June 2000. Also, BPHC
has launched a specia study of medica records to assure annua estimates of dilated eye examsand to
asess hedth status outcomes for diabetic users.
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Goal Il1. A. 3 Increase the proportion of health center women receiving age-appropriate
screening for cervical and breast cancer.

Context:

People of racid/ethnic minority groups, of low income, and who are uninsured have less access to
appropriate screening and preventive serviceswhichresultsinther higher rates of morbidity and mortdity.
Access to these services can help to eiminate these hedlth status disparities.

Performance:
The hedlth center User Survey, comparable to the NHIS, showed the following results for hedlth center
women in 1995:

Health Center Women Exceed National Comparison and Healthy People 2000 Objectives For Up-to-Date
Mammograms

Other

Black, Non-Hispanic

White, Non-
Hispanic

Hispanic

o 10 20 30 40 50 60 70 80 90
CHC Women
B NHIS Comparison Group

Hedthy People 2000 includesthe fallowing objectivesfor womengenerdly, as measured by datafromthe
Nationa Hedlth Interview Survey (NHIS):

1. At least 85 percent have up-to-date PAP Tests.

2. At least 60 percent have up-to-date mammograms.

3. At least 60 percent have up-to-date clinica breast examinations.

Hed th Center womenreported being up-to-date ontheseexaminations inhigher proportions thandid low-
income women in the genera population. Moreover, uninsured Hedth Center usersare as up-to-date as
users with insurance. In contrast to the generd population, Hedth Centers have virtudly diminated the
disparity in these indices among their users. In most cases, Health Center women met or exceeded the
HP2000 objectives. Nevertheless, BPHC targetswill be 90%, 92% and 94%, respectively, for up-to-date
PAP tests, 65%, 67.5%, and 70% for up-to-date mammograms, and 82.5%, 84%, and 85.5% for up-to-
date clinical breast exams.
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Follow-up: Plans to repesat the User Survey in 2000 will provide datain April 2001. To obtain annua
reporting data, BPHC will launch a specid study of medica records to obtain data by May 2000. This
study aso will track content of care to obtain estimates of hedth satus.

Goal Il. A. 4. Increasethe proportion of Health Center adultswith hypertension who
report their blood pressureisunder contral.

Context:
Hypertensonisthe most prevaent chronic conditionfacingHea thCenter users. Clinicd evidenceindicates
that controlling blood pressure can reduce morbidity and mortality.

Performance:
The hedth center User Survey, comparable to the NHIS, showed the following results for heath center
usersin 1995: 90 percent report hypertension is under control.

African American & Hispanic Hypertensives Using Three Health Centers Are Times AsLikely To
Report Blood Pressure Under Control as NHIS Comparison Group

Odds
Ratio
N

CHC Users ] oup

Healthy People 2000 includes the following objective for adults generdly: At least 50 percent of people
withhypertensionreport their blood pressureisunder control. Despite the fact that BPHC Programusers
are more than three-times more likely to report blood pressure under control than a comparable national
group, and that the current ratefar exceeds the HP2000 objective, BPHC Programtargets are 92%, 93%,
and 96% respectively.

Plans to repeat the User Survey in 2000 will provide follow-up datain April 2001. BPHC has launched
aspecia study of medical recordsto assure annua estimates of blood pressure control among hypertensve
users and to assess hedlth status outcomes for hypertensive users, with results by May 2000.
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Goal ll1.A.1 Decreasetheproportion of Health Center user swho arehospitalized for potentially
avoidable conditions.

Context:

Hogpitdizations for potentidly avoidable conditions, otherwise known as ambulatory care senstive
conditions (ACSC) are widdly recognized as a measure of access to primary care. Reducing the rate of
avoidable hospitdizations for people of racid/ethnic minoritygroups, of lowincome, and who are uninsured
will hdp diminate ther hedlth status disparities. Low rates indicate access to appropriate ambulatory
sarvicesand isameasure of highquadityof care delivered. It alsoindicatesfewer accessbarriersthat cause
patients to postpone needed services, delay needed services, and fail to comply withtreatment regimens.

Performance:

=Medicaid CHC Users An ongoing evauation comparing

Medicaid Non-CHC Users ACSC hmtdlzalons a,nong
Hedlth Center Usersand non-users
------- usng SMREF files plus review of
data from the Nationd Hospita
Discharge Survey for the genera
populationrevealed 18.9 per 1000
A CSC hospitalizationsamong hon-
Hed th Center userscompared to 14.7 for Health Center users. That is, Hedth Center Medicaid usersare
22% lesslikely to be inappropriately hospitalized than Medicaid beneficiaries who use other providers.

Odds Ratio

Medicaid CHC Users Have Significantly L ower Odds of Being Hospitalized
For An Ambulatory Care Hospitalization

To diminate disparities, atarget of 18.9/1000 would be appropriate. However, BPHC Program targets
are 14, 13.5, and 13/1000, respectively, for FY 1999, 2000, and 2001 as Program should strive to
eiminate virtudly al avoidable hospitaizations. BPHC Program will share strategies for the reduction of
avoidable hospitdizations with the Medicaid Program to help reduce such rates among other Medicad
beneficiaries. BPHC will have results from afollow-up ACSC study during 2000.
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Perfor mance Report:

2.2 Program Title: Black Lung Clinics

Performance Goals Targets Actual Refer-

Performance ence

|. ELIMINATE BARRIERS B134
TO CARE

A. Increase Utilization for
Under served Populations

1. Serve Black Lung clinic FY 01: 35,000 users FY 01

users with respiratory and FY 00: 35,000 FY 00:

pulmonary impairments, FY 99: 35,000 FY 99: 6/00

including provision of medical FY 98: 35,000 users
and non-medical services.

Total Funding: Black Lung FY 2001:$ 5,943 B x: page # budget
Clinics FY 2000:$ 5,943 HP: Headthy People goa
($in 000's) FY 1999:$ 4,998

FY 1998:$ 4,976

2.2.1 Program Description, Context and Summary of Perfor mance

Context/Perfor mance:

The Black Lung program provides funding to public and private entities for the operation of clinicsthat
provide diagnosis, treatment, and rehabilitation of active and retired coal miners with respiratory and
pulmonary impairments. In addition to trestment of Black Lung disease and directly-related conditions,
coverage incudes prescription drugs, office vidts, hospitdizations, and, with specific approval, durable
medi cal equipment, outpatient pulmonary rehabilitationtherapy, and home nurang vists. Since 1984, Black
Lung beneficiaries have steedily declined. InFY 1984, gpproximately 100,000 primary beneficiariesfiled
amost 164,000 clams. Over time the number of beneficiaries will continue to decline.

2.2.2 Goal-by-Goal Presentation of Performance
Goal I.A.1: ServeBlack Lung clinicusers withrespiratory and pulmonary impair ments,including
provision of medical and non-medical services.

Indicator: Number of individuds provided medica and non-medica services.
Datais collected from annua grantee reports.

Target: FY 1999:35,000 users

Target: FY 2000:35,000 users

Target: FY 2001:35,000 users
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.3 Program Title: National Hansen’s Disease Program

Performance Goals

Targets

Actual Refer -
Perfor mance ence

|. ELIMINATE BARRIERS
TO CARE

A. Increase Utilization for
Under served Populations
1. Provide residential care for
the current HD residential
patients at Carville.

FY 01: 45 patients
FY 00: 52
FY 99: 80

B129

FY 0L

FY 00:

FY 99: 60

FY 98: 125 patients

2. Provide payment of assisted FY 01: 57 patients FY 01: B129
living allowances for those FY 00: 59 FY 00:

long-term residential patients FY 99: 46 FY 99: 60 patients

willing and able to live FY 98: NA

independently.

3. Continue to provide FY 01: 3000 patients FY 01 B129
outpatient care for HD patients FY 00: 3000 FY 00:

across the country FY 99: 3000 FY 99:

FY 98: 3000 patients

Total Funding: National
Hansen’s Disease Program
($in 000's)

FY 2001:$ 19,311
FY 2000:$ 22,337
FY 1999:$ 23,957
FY 1998:$ 21,886

B x: page # budget
HP: Healthy People god

2.3.1 Program Description, Context and Summary of Perfor mance

The Hansen’ s Disease program consists of the National Hansen's Disease program a Carville, Louisana
and other outpatient clinic locations in the continental United States and a direct payment to the State of
Hawaii Department of Health. These activities provide or support trestment of Hansen's disease. The
programaso includes aresearch component at Louisgana State Univeraty. Funding for the renovationand
modernization of buildings at the Center and the Payment to Hawali isincluded in the totd funding level.

HRSA isimplementing legidaionthat rel ocatesthe National Hansen' s Disease programfromCarville, LA
to Baton Rouge, and transfers ownership of the Carville fadility to the State of Louisiana. The program has
completed the move of core activities, including adminidration, research, clinical and skilled nursing care
from the Cavville fadlity. Some long term care functions will continue at the Carville facility.
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2.3.2 Goal-by-Goal Presentation of Performance

Goal I.A.1. Provideresidential carefor thecurrent HD resdential patientsat Carville.

Context:
As part of the legidation to restructure the operation of the Hansen's Disease Center in Carville, it was
agreed that continuing care would be provided for those long term residents remaining at Carville.

Indicator: Extent to which resdentia care continues to be provided for the remaining resdents. Data for
this god is provided by program managers.

Performance:

Basdine FY 98:125 patients

Targets.

FY 99: 80 patients - Performance: 60 patients
FY 00: 52 patients* (Revised from 75 patients)
FY 01: 45 patients

The origind estimate for FY 1999 was that 80 patients would be involved in this option. The actua
performancefor FY 99 was 60 patients due to a higher degree of acceptance of the option to receive an
assisted living dlowance and to live independently, aswel asagroup of 10-15 resdentswho requiremore
intengve care and who have moved to BatonRouge. Estimates for FY 2000 have aso beenrevised from
75 to 52 patients to reflect this change in the base population.

Goal 1.A.2. Provide payment of assisted living allowances for those long-term residential
patientswilling and ableto live independently.

Context:

The legidation included in the 1998 gppropriation included aprovisonto pay anasssted living dlowance
to resdent patientswho are capable of and elect to live independently. More patients agreed to thisoption
than was originaly estimated.

Indicator: Number of patient receiving the asssted living dlowance

Datafor thisgod is provided by program managers.

Performance:

Targets

FY 99: Patients recaiving asssted living alowance: 60 patients

FY 00: Patients recaiving asssted living adlowances. 59 patients* ( Revised from 50 patients)
FY 0L Patients receiving assisted living dlowances: 57 patients
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The origind estimate for FY 1999 was that 46 patients would accept this option. The actud FY FY 99
performance was 60 patients due to patients recelving asssted living alowance and to live more
independently. The estimates for FY 2000 and 2001 reflect this initial higher level of acceptance of
dipends than origindly projected.

Goal I.A.3: Continueto provide outpatient carefor HD patients acr oss the country.

Context:

The National Hansen's Disease Program includes a regiond care program. The Hansen's Disease
populationinthe U.S. gpproximates 6,000, of whom about 3,000 are cared for under the NHDP regiond
care program. Datais provided by program managers.

Indicator: Extent to which outpatient care is provided for HD patients

Performance:

Basdine FY 98: 3,000 clients
Targets.

FY 99: 3,000 clients

FY 00: 3,000 clients

FY 01: 3,000 clients
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.4 Program Title: Nursing Education Loan Repayment Program

Performance Goals Targets Actual Refer-
Performance ence
. ELIMINATE BARRIERS B135
TO CARE
B. Increase Access Points FY 01: 200 contracts FY O1:
1. Award nursing loan FY 00: 200 contracts FY 00:
repayment contracts. FY 99: 200 contracts FY 99: 202 contracts
FY 98: 170 contracts
Total Funding: Nursing FY 2001:$ 2,279 Bx: page# budget
Loan Repayment Program | FY 2000:$ 2,279 HP. Hedlthy People goa
($in 000's) FY 1999:$ 2,278

FY 1998:$ 2,199

2.4.1 Program Description, Context and Summary of Performance

This programoffers|oanrepayment to nursesin exchange for an agreement to serve not lessthantwo years
in an Indian Hedth Services center, in Native Hawaiianhedthcenter, inpublic hospitd, in a hedth center,
inrurd hedth dinic, or in hedth facility determined by the Secretary to have a critica shortage of nurses.
Achieving and maintaining adequate leves of nurang gaff in shortage aressis the centra purpose of the
Nursing Education Loan Repayment Program. The program assists nurses by repaying up to 85 percent
of thar quaifiededucetiond loansinreturnfor their commitment to be employed (or remain) at these hedlth
fadlities

2.4.2 Goal-by-Goal Presentation of Performance
Goal 1.B.1. Award nursing loan repayment contracts.

FY 98: 170 loan repayment contracts

Targets.

FY 99: 200 loan repayment contracts - Performance: 202 contracts
FY 00: 200 loan repayment contracts

FY 01: 200 loan repayment contracts

Indicator: Number of Loan repayment contracts made
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FY 2001 Performance Plan, Revised Final FY 2000 Plan and FY 1999 Per for mance Report

2.5 Program Title: Federal Occupational Health

Performance Goals Targets Actual Refe
Performance r-
ence
I. ELIMINATE BARRIERS Off
TO CARE Budget
B. Increase Access Points FY 01: 227,000 served FY 01
1. Clinical Services; Provide FY 00: 212,000 FY 00:
needed basic clinical services FY 99: 310,000 FY 99: 198,000
to Federal employees. FY 98: 194,609 served
2. Environmental Health FY 01; 35,300 services FY 01: Off
Services: Increase the number FY 00: 32,600 FY 00: Budget
of specific environmental FY 99: 27,000 FY 99: (2/00)
services provided. FY 98: 22,281 services
3. Employee Assistance FY 01: 1.3M FY 01
Program: Provide needed FY 00: 1.3M FY 00: Off
employee assistance services. FY 99: 1.241M FY 99: (2/00) Budget
FY 98: 1.193M
[1l. ASSURE QUALITY OF Off
CARE Budget
C. Improve FY 01: 95% satisfied FY OL:
Customer/Patient FY 00: 95% satisfied FY 00:
Satisfaction FY 99: 90% satisfied FY 99: (2/00)
1. Improve total customer FY 98: 85% average
satisfaction among Federal satisfaction rate
agencies served FY 97: 78% average
satisfaction rate
Total Funding: Federal FY 2001:$90 million B x: page # budget
Occupational Health FY 2000: 86 million HP: Healthy People god
(Operating Level) FY 1999: 83 million
FY 1998: 83.146 million

2.5.1 Program Description, Context and Summary of Performance

Context:

The Federd Occupational Hedlth (FOH) program provides occupational hedth servicesand consultation
to federal employees. The Public Hedlth Services Act authorizesthe heads of federa agenciesto provide
occupational hedthservices to their employees. Ninety-nine Departments and agencies elect to do so by
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entering into agreements with the Divison of Federal Occupational Health (FOH) which isa part of the
Department of Health and Human Services, Hedlth Resources and Services Adminigration. The FOH
program provides occupational health consultationand servicesto other federd agencies under Economy
Act inter-agency agreements. Its over-all objective is to improve the hedth and safety of the federa
workforce. The misson statement for FOH is: To become the benchmark for occupationd hedth in the
Nation. FOH’svisonis:

To be the provider of high-qudity, cost-effective consultation and services that constitute a
comprehensive approach, with a public hedth perspective, to improving the hedlth and safety of
the work force, through clinica, environmenta, educationd, and risk-based prevention programs.

Program-level Performance:
In FY 1998 FOH carried out 3,331 inter-agency agreements with 484 dient federal agencies, who
reimbursed FOH $83 million. Specificdly:

C $39 million for basic dinica occupational health consultationand servicesfor about 10 percent of
the federa workforce, as well as for specidized clinica occupationd hedth consultation and
services. Thisinduded consultationswith individua management officiasand groups of managers,
plusdirect clinica servicesto individua employees and groups of employees.

C $9 million for environmentd hedth services that benefit undefined numbers of employees in
worksites where environmental problem are prevented or remediated

C $34 million for employee assstance programs available to over 1 million employees
The employee populations cited are not mutualy exclusve. All told, FOH estimates that its programs

directly benefit 1.3 million of the tota 2.8 million federal employees.

2.5.2 Goal-by-Goal Presentation of Performance

Goal 1.B.1: Clinical Services: Provide needed clinical servicesto Federal employees.

Context:

FOH provides clinica servicesto employees and consultation to management under two different types
of inter-agency agreements. (1) wak-in service at permanent centers offering basic, comprehensive,
nationdly-standardized clinica services, and (2) specidized, on-demand-only clinicd interventions
wherever needed to hdp agency managers meet their specific occupationa health respongibilities arising
out of legidative and regulatory requirements or agency initiatives.
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Performance:

Inthe basdline year of 1998, serviceswere provided to gpproximately 195,000 employees. The FOH goal
isto capture an ever-increasing share of the market for occupationa hedlth services to federal workers.
Thereare not the usua resource restraints, since FOH is 100% reimbursable, and contract provider Saff
can be added as needed.

FY 99: 310,000
FY 00: 212,000* (Revised from 352,000)
FY 01: 227,000

*FY 00 target is based on actual FY 99 performance of 198,000 and inproved data sources. The actua
performance level is stated in terms of the federa population covered by FOH dinicd agreementsfor the
basic, standard package of servicesthat is sold at a per-capita, annud rate of $70 per digible employee
in the DC Metro area, and $89 per elsewhere. The data is available about 6 months into the fisca year
being reported on. However, FOH aso sdlls agencies specidized fee-for-service dlinica services and
consultation, which equaled (in dollar sales) the basic clinical servicesin FY 1997, exceeded them by
$2.5M in FY 1998, and might continue to widen the gap.

Projected leves are based on the volume of current business, a historicd 95% renewd rate for dinicd
interagency agreements, marketing efforts, and trends such as agency budget pressures, competitors
successes, and downsizing.

Goal 1.B.2: Environmental Health Services. Increase the number of specific environmental
services provided.

Context:

Environmental health services enable customer federal agencies to comply with legidative and regulatory
requirementsfor job safety/hedthand environmenta matters. Methodsinclude environmental and worker
exposure monitoring, hazardous waste/material's management, safety audits, and training of employeesand
managers. These services meet the agency's need to create asafe workplace, and to identify, evauate and
control occupationa hedth and environmenta hazards to hedth. They protect employees, vistors, the
generd public, and the man-made and natura environment. They aidin the reduction of both work-related
and non-work-related injury and illness.

Performance:

The basdine uses FY 1998 numbers of over 22,000 specific environmenta services provided. This
includes the number of safety ingpections performed, indoor ar quaity sudiesdone, etc. The data comes
out of the FOH Management Information System. No interpretation isrequired. The dataisavalable a
few months after the close of the FY.
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Projected levels are based onthe volume of current business, marketing efforts, and trends such asagency
budget pressures, competitors successes, and downsizing.

FY 99: 27,000 services

FY 00: 32,600 services* (Revised from 29,000)

FY 01: 35,300 services

* Based on FY 99 data, amore current estimate for FY 00 is 32,600 services provided.

Goal 1.B.3: Employee Assistance Program: Provide needed employee assistance programs.

Context:

Employee Assistance Programs provide consultation to supervisors regarding employee services
(assessment of employee emotional, substance abuse, or Stuationa problems that may interfere with job
performance) and short term counseling for employees. Employees are more likely to be helped early in
the course of an illness when confrontation and resolution occurs in the job setting, and when the source
of hepisclose a hand and easy to access. This reduces the cost of treatment (including Federa benefits
costs) and returns the employee to a more productive satus sooner, thus minimizing productivity losses.
Criticd incident stress debriefing benefits groups of otherwise wel employees who have just suffered
traumaonthejob. It helpsthem understand normal reactions to anormd Stuations, and offersindividua
persona  ass stance when necessary.

Performance:
The basdine from FY 1998 is 1.193 million employees provided employee assstance services. In terms
of determining actual levels, estimatesare available gpproximately one quarter after the end of afiscd year.

FY 99: 1.241 million sarved
FY 00: 1.3 million served
FY 01: 1.3 million served

Projected levds are based onthe volume of current business, marketing efforts, and trends such asagency
budget pressures, competitors successes, and downsizing.

Goal 111.C.1: Improvetotal customer satisfaction among Federal agencies served.
Context/Performance:

Customer satisfaction is measured by survey mechanisms.  Fiscal year 1997 was the first year we

systemdicaly collected customer satisfaction data, so that datais the only basdine available. 1t showed
a 78 percent satisfaction rate for federa agency occupational managers.

50



Dataisavallable shortly after any givensurvey isdone. A contractor interviewsfedera agency occupational
health managers and other managers who are consumers of our services or consultation. The FY 1998
rating shown of 85 percent satisfaction is based on those interviews. It is somewhat expensve to have a
contractor interview a large enough sample of managers to get vaid numbers, so this may be done only
every few years. Interms of future targets, the program reviews the last survey’s numbers and estimates
how much improvement can reasonably be accomplished.

Also, in 1998, we started usng “how-did-we-do-today?’ postcards to get satisfaction ratings from

individud employeeswho used basic dinica servicesor visted an EAP counsdl or. Responses showed that
90 percent of users considered FOH services “excellent” and 9 percent considered them “good.”
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